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 This was for a home health initial Medicaid 

survey.  Based on the number of active patients 

listed, it was determined the agency did not meet 

the requirements of 7 active skilled patients at 

time of survey.  The initial Medicaid survey was 

stopped on 12/13/12 at 1:35 PM. 

Census Service Type:

Skilled:  2

Home Health Aide Only: 1

Personal Services Only:  1

Total: 4

Surveyor:  Miriam Bennett, RN, BSN, PHNS

On 12/12/12 at 0915, the surveyor entered 

facility.  An entrance conference was concluded 

at 0940.  At 10:05 AM, the facility indicated they 

only had 4 active patients but had 29 total since 

initial state survey in March, 2012.  At 

approximately 3:00 PM, facility provided the 

Facility Census- Home Health form which 

indicated the agency only had 2 skilled patients.  

Supervisor notified 12/13/12 at approximately 

8:30 AM and supervisor instructed to explain they 

did not have the required number of patients to 

continue with the survey.  Facility notified at 10:55 

AM of required number of active patients in order 

to conduct initial Medicaid survey.  Employee F 

indicated they had been told they had to have 7 

skilled patients since opening.  The facility 

provided a list of 7 discharged skilled care 

patients.  Two names on the list were Home 

Health Aide only, not skilled, patients.  The 

agency and the Acute Care Supervisor had a 

discussion via phone at 1 PM.  At 1:35 PM, the 

initial Medicaid survey was stopped as the agency 
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did not meet the requirements.  

Quality Review: Joyce Elder, MSN, BSN, RN

December 18, 2012
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